The extent of fundal gastritis was judged by the endoscopic Congo red test. Details of the procedure for this test have been reported elsewhere. I2 In brief, a fibreoptic endoscope was inserted into the stomach and a solution of 0 3% Congo red and 0-2 M sodium bicarbonate was then sprayed over the whole surface of the stomach. An augmented dose (5 gig/kg) of tetragastrin (Tetragastrin-NS; Nissui Pharmaceutical Co, Tokyo, Japan) was injected intramuscularly and acid secretion was observed for the next five to 15 minutes. Areas where the Congo red turned blue-black because of acid secretion were designated 'discoloured' areas and those where the dye did not change colour were designated 'non-discoloured' areas.
The past decade has witnessed an exponential growth in knowledge about gastric motility. Many disorders such as peptic ulcer, gastrooesophageal reflux, and non-ulcer dyspepsia are associated with delayed gastric emptying without evidence of structural gastric outlet obstruction. ' We recently measured gastric emptying by the acetaminophen absorption method and found that its rate was significantly slower in patients with severe fundal gastritis than in those without this disorder.2 There have, however, been only a few reports on gastric emptying in patients with gastric cancers to date,3" and the results obtained have been conflicting. Because of this we measured gastric emptying in early gastric cancer and compared it with that in atrophic gastritis to determine its value as a parameter for identifying patients at high risk of gastric cancer. 
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Correspondence to: Dr M Tatsuta, Department of Gastrointestinal Oncology, The Centre for Adult Diseases, Osaka, 3-3, Nakamichi 1-chome, Higashinari-ku, Osaka 537, Japan. Accepted for publication 11 September 1989 Patients and methods A total of 61 patients in two separate groups participated in this study. The first group consisted of 31 patients (20 Gastric biopsy specimens (average number per subject, [6] [7] [8] (range 4-9)) were obtained from discoloured and non-discoloured areas within 1 cm of the boundary between these two areas to examine histological features. They were fixed in neutralised 10% formalin, embedded in paraffin, and sectioned at 4 ,um. Sections were stained with haematoxylin and eosin and examined without any knowledge of their source.
Following the classification of Whitehead et al.'3 the mucosa was distinguished as fundic or antral. When only intestinal metaplasia was seen, the specimens were regarded as unclassified. Gastritic changes were classified histologically as (1) superficial gastritis; (2) atrophic gastritis; and (3) gastric atrophy. 14 The degree of fundal gastritis was classified on the basis of the extent of the non-discoloured areas in the gastric body as follows '5 16: (1) nonethe discoloured area was so extensive that nondiscoloured areas were scarcely detectable in the gastric body; (2) slight -non-discoloured areas extended slightly proximally from the lower corpus or were detectable only around the cardiac orifice; (3) moderate -non-discoloured areas were present along the lesser curvature from the angulus to the cardia; and (4) Our present work has reconfirmed our previous results showing that gastric emptying was noticeably delayed in patients with severe fundal gastritis compared with those without this disorder.2 It was also found that the serum acetaminophen value in patients with differentiated adenocarcinomas of the stomach was similar to that in patients with severe fundal gastritis. The delay in gastric emptying in gastric cancer and atrophic gastritis leads to further speculation on the relation between these two conditions. We examined the role offundal gastritis as a high risk factor by studying operative and necropsy findings and follow up data from patients with benign gastric disease on record at the Osaka Cancer Registry. We found that the risk of developing gastric cancer was significantly increased in patients with severe (but not moderate or slight) fundal gastritis (Tatsuta et 
